Mr R S, aged 28. Grocer June 1967: Referred to North Middlesex Hospital complaining of aching pains in neck and left arm. These symptoms had followed a cold and the development of a small cold sore on his lip about ten days previously. Examination revealed a small shallow ulcer on right upper lip and pain on full extension of cervical spine. No other abnormalities. This patient had been seen repeatedly in the previous three years with musculoskeletal pains in various parts of the body. Investigations had never revealed any abnormality and his symptoms had always subsided with simple physiotherapy and analgesics.
The ulcer on his lip was thought to be a cold sore and his pain was attributed to mild cervical spondylosis. He was treated with heat, traction and analgesics. However, on this occasion his symptoms became worse and he developed widespread aching in his neck, back and all four limbs. No joint involvement; no muscle tenderness.
Investigations (August 1967): Hb 13-0 g/100 ml. WBC 6,000 (normal differential). ESR 16 mm in 1 hour (Westergren). X-rays of spine and sacroiliac joints normal.
September 1967: The 'cold sore' had still failed to heal and he had painless enlargement of the right submandibular lymph nodes. At this time tests for syphilis were first performed and showed WR positive, Kahn 
